)

0

(

\J
] CENTRAL HEALTH ) ( SEALTY CibAMerons

—~
-

Workshop IV: Social
Conditions

Community Health Champions
Tuesday, November 12, 2019
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Health Care for the
Homeless

Dr. Audrey Kuang, Internal Medicine, CommUnityCare
Josh Rivera, Practice Administrator, CommUnityCare
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® 4.1 more hospital days
' $2414 more per admission

50% readmission rate
homeless patient E

the street
hospital readmission
e MD transportation

Discharge of a Homeless Patient
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Homelessness in Austin Y=

Chronically Homeless

PREVIOUS IN AUSTIN EXPERIENCE HOMELESSNESS ON A GIVEN DAY

Although the homeless population has grown 13% since 2015, chronic homelessness has

skyrocketed.
2,362
2,147 2.255 2015 @ 2016 2017 2018
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1,832
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Disparities in Homelessness

« Mortality
« General Population: 78.6 years
+ HIV-infection on treatment: ~65 - 78 years
* Breast Cancer: ~68 years
+ Diabetes: ~58- 68 years
+ Smoking: ~68 years

« Homeless, unsheltered: 53 years

+ 3 times higher mortality rate than homeless,

sheltered

+ 10 times higher mortality rate than general
population
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Race/Ethnicity
8 County Population
49% ¥ Below Poverty Level
46% » Homeless Population
N7A% ® Jail
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Black/African Non-Hispanic Hispanic/Latinx Other
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Health Care for the Homeless — p/NCete

INn Austin v
| USTI @ FH

Mental health
facilities

ARCH shelter

Community Am|Am

Agencies :
9 Community Hospital
Resources
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Homeless Health Care PNEG e
Program Vision

1. To deliver comprehensive, integrated, high quality health care to those
individuals experiencing homelessness while being part of a broader strategy to
provide stable housing and essential support services.

2. To improve the quality of life for vulnerable populations through community
collaboration, leadership and advocacy.

B 3%

+ Mobile Team- + Street Medicine Care Connections
ARC(':"I:‘:‘C""""'" fixed community Team Clinic
(2004) (5'5?;) (2014) (2019)
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Access To Care

 Shelter Clinic at ARCH (2004)
* Appointments and walk-ins
« Case Management
* Mental health services, lab, TB, testing, Hep C

* Mobile Team (2013)

« Austin Transitional Center
Austin Recovery
Sunrise Church
Community First Village
Foundation Communities

» Street Medicine Program (2014)
« Acute care

« Chronic diseases

* Prescriptions

« Financial screening
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Care Connections Clinic (2019)
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Care Connections Clinic (2019)

« Care team:

 Facility: .
* Providers
10 exam rooms . .
i  Medical Assistant
« Onsite lab :
» Regqistered Nurse
* Procedure room
. Co-location with:  Extended g:ore team:
« Pharmacist
» Integral Care
« Wound care
« ECHO .
e Social Worker

« Community Health Paramedics (CHP)

« Case Manager

Comm Care

HEALTH"CENTERS
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The Population Pyramid

Severe behavioral End of life

« Dedicated psychiatric « Palliative care experts
NP: . !
. s/MD§ ) Support for caregivers Potential
+ Bio-monitoring of « Hospice centers Care Model
Rx adherence + Legalfinancial advisers | Components
« Dedicated social worker for family
and PCP « Etc.
« Etc.
Chronic with Poly-chronic/complex

social needs

+ Case worker embedded
in care team

+ Dedicated coach focused
on nutritional and mental
health needs

* Etc.

+ Dedicated "Extensivists”

* Remote monitoring

« Specialty clinics

* Integrated behavioral health
« Etc.

Generally healthy
« Affordable acute
care options
+ Rewards and incentives
« Social/mobile health
tracking tools
« Etc.

Early chronic/at-risk
« Dedicated health coach
focused on fitness, nutrition
« Attention to behavioral health
+ Rewards for meeting
health goals
« Etc.
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Hep C Treatment

« Over 50 patients at our homeless sites, including Care
Connections Clinic

« Treating /Curing Hep C provides $15,907 in cost savings
per year in health care costs associated with the
disease

* Breaking down barriers, streamlining care, patient
engagement

Carlos and his Hep C meds
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Transitions of Care

Navigation of Hospital Follow Ups
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Traditional Navigation

mTotal Referrals mKept appointmetns
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Wound and Foot Care >

« 200 wound care visits to 75 unique patients delivered since 2/25/19
» Provided access to patients waiting on access to formal Wound Care Clinic

« Case review suggests avoidance of 15 amputations and/or avoidable
hospitalizations
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SOAR (SSI/SDI Outreach, Access PN

and Recovery)

A program to help increase access to SSI/SSDI eligible adults
experiencing homelessness, mental illiness, medical
impairment, and/or substance use disorder.

+ SOAR - trained case managers help gather documents and
write a cover letter to help support SSI/SSDI claim.

« 10 approvals, 1 denial, 2 approvals after appeals

« SSI'$771/mo = Medicaid-> Housing, $1500-$27000 backpay
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Mory and her case manger Lauren at
Community First Village
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$127 Investment in Care Connections

Wound Care Access Housin§ Navigation and
Advocacy

$127.61

Compléx are Expertise
via Hospitalists

Diverted ED and
Hospitalization Costs

Psychiatry, Mental Health, and Health System Navigation & Diverted EMS Transport
Substance Abuse Support Connection to Services Costs
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Community Impact 2/25/2019 - 9/30/2019

€D /0 0O O

Integral Care ECHO ATS-EMS CHP

1?
):0
SOAR - SSI/SSDI Wound Care System Navigation &

Connection to Services

Estimated Community Impact via Cost Savings, Generated Revenue, and Patient

Economic/Social Benefits: 33.1 MILLION



Approach tfo Care

+ A program to help increase access to SSI/SSDI eligible adults
experiencing homelessness, mental illiness, medical
impairment, and/or substance use disorder.

+ SOAR - trained case managers help gather documents and
write a cover letter to help support SSI/SSDI claim.

« 10 approvals, 1 denial, 2 approvals after appeals

« SSI'$771/mo = Medicaid-> Housing, $1500-$27000 backpay
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Mary and her case manger Lauren at
Community First Village
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Approach to Care g

Socioeconomic Factors

[ 0 o 50% can
be traced
back to your

Education  Job Status !w y So: al  Income Community | zip code!
Safety

.—[ Physical Environment @

[ Health Behaviors

S Yeee

Tobacco Use Diet & Alcohol Use Sexuval
Exercise Activity

Only 20%

include those
Health Care moments in

a healthcare

environment
Access to Care
. Quality of Care

Organ Systems
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Approach tfo Care
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f Integrated, whole person care
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"You can do
vhat I cannot
de. I can do
what you
cannot do.
Tcgether we can
de great
things."

~ Mother Teresa
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Connecting the Care

« Addresses health disparities in @
way that is proactive, innovative,
and collaborative

 Intfegrates primary care, mental
health care, and social services
under one roof

* Proves to be an effective and
valuable car delivery model for
some of our city's most
vulnerable populations
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Mental health
facilities

A
‘G\Qmmu'niTy Community Hospi’lr’glf"'
Agencies Resources
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Social Conditions Panel
Discussion

Moderated by Vanessa Sweet
Strategy Manager, Central Health
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Social Determinants of Health” <

Socioeconomic Factors

50% can
be traced
back to your

Education  Job Status  Family/Social  Income Community | zip code!
Support Safety

.—[ Physical Environment

[~ Health Behaviors

b KA

Tobacco Use Diet & Alcohol Use Sexual
- Exercise Activity
Only 20%
include those
Health Care moments in
a healthcare
Access to Care environment
- Quality of Care
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Panelists v

« Carmen Cardenas, CommuUnityCare Health
Centers

e Sarah Cook, Central Health

 Eli Covarrubias, Central Health
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Announcements )

* Surveys
» Social hour — Trudy's South Star
* Final Workshop: December 3

« Annual Celebration: December 12
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Health care for all
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